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Psychiatric Disorder amongst the Coloured People of the Cape 
Peninsula 


An Epidemiological Study 
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The Coloured people of the Cape Peninsula 
have evolved over three hundred years as a 
demarcated ethnic group with recognizable 
physical features and characteristic cultural 
and social conditions. As such they constitute a 
very satisfactory population for epidemio- 
logical and transcultural studies, and when the 
need arose to plan for improved psychiatric 
services, a large-scale field survey of the 
prevalence and types of mental illness was set 
afoot. Since socio-economic circumstances 
appear to be very relevant to the amount and 
type of mental illness in a community, special 
estimations of these were also made. Random 
sampling of the entire population of Coloured 
persons over 20 years of age in the magisterial 
area of the Cape Peninsula was done and 500 
of a total population of 200,365 people were 
interviewed about their mental and physical 
health, as well as a variety of economic and 
social circumstances, by a team of three 
psychiatrists and 14 specially trained social 
workers. In addition, interviews were held with 
reliable persons who knew each respondent, 
such as ministers of religion, social workers, 
housing managers, nurses, doctors, friends, 
relations, and employers. Hospital records were 
consulted as necessary, and the information was 
evaluated for each respondent by a team of 
three psychiatrists. The data were coded and 
finally exposed to an extensive computer and 
statistical analysis. 


BACKGROUND 


The Coloureds have developed from indigen- 
ous people living in the tip of Africa (Bushmen 
and Hottentots), from slaves imported from 
Malaya and Madagascar by the Dutch East 


India Company, and from White settlers from 
different European countries. They are, in 
general, labourers and workers in a con- 
temporary industrial society, mainly wage 
earners with a relatively low income, but there 
is a rapidly growing number of salaried and self- 
employed persons, and a great deal of improve- 
ment is taking place in their social and economic 
conditions. In the lower classes there is a 
considerable degree of social disorganization 
shown by a high rate of extra-nuptial births 
(36-76 per cent.), and much deviant behaviour 
typical of labourer and working classes during 
times of rapid social and economic change 
(Cilliers, 1964). There is a very high birth rate 
(46-5 per 1,000 population), and a high death 
rate (15°1 per 1,000 population), and an 
especially high infant mortality rate (121°7 per 
1,000 live births) caused mainly by poverty 
diseases such as tuberculosis and kwashiorkor 
(Statistical Yearbook, 1964). These factors result 
in a general low average life expectancy (males 
—44°82 years, females—47-77 years). The 
Malays are a distinct cultural sub-group 
(18-8 per cent. of the total population in the 
areas surveyed), being Moslems and having 
some unique customs and attitudes. They are 
included in the overall analysis, but the preva- 
lence and types of disorder have also been dealt 
with separately. 


RATING PROCEDURE 

The first and most important practical problem lies in 
the definition of a ‘‘case”. There is no simple objective 
test or absolute standard of mental illness to go by (Gillis, 
1961), and most definitions are too broad for precise case 
finding. Accordingly, the methods developed by Leighton 
(1959) were used, that is to avoid nosological categories 
where possible and rather to determine the degree of 
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psychiatric disturbance, the impairment of function due 
to this, and the symptom patterns with which such disturb- 
ance manifests. Thus the A, B, C, D rating is a four- 
category probability rating of psychiatric disturbance in 
any particular case, as follows: 


A category (Definite Psychiatric Disturbance) means 
that the evaluators were most certain of dealing with a 
case of psychiatric disorder, while B category (Probable 
Psychiatric Disturbance) indicates their feeling that 
they were probably dealing with an instance of 
psychiatric disorder but were not sure enough to 
give an A rating. Sometimes this doubt can be due to 
the vague character of the information, when one might 
suppose that with more to go on a clear-cut decision 
could be reached; or in other instances the information is 
plain enough but the nature of the symptom pattern itself 
is a source of doubt. C category (Doubtful Psychiatric 
Disturbance) was for those cases that cannot be placed 
in A, B, or D. Here again there were two somewhat 
different reasons for placing a case in this group, the 
one based on inadequate information and the other 
because of the uncertain nature of the symptom 
patterns. D category (No Psychiatric Disturbance) was 
reserved for those instances in which the evidence was 
strong that the respondent was free from significant 
symptoms. To give this rating the record must be 
reasonably complete and it must be clear that the 
respondent is not a D merely because of omissions; that 
is, there must be evidence of good mental health even 
if a few minor symptoms are present. 


The A, B, C, D rating is essentially an estimate of the 
probability of psychiatric disturbance and indicates little 
of its nature or severity. These were described in terms of 
symptom patterns as laid out in the Dtagnostic and 
Statistical Manual of the American Psychiatric Association 
1952. This classification is consistent with the concepts of 
modern psychiatry, and has the great advantage of being 
relatively simple and offering opportunities for comparison 
with other surveys. A few relatively minor modifications 
to suit the particular purposes of our study and local 
conditions were made. 

The severity of the condition in any particular case was 
assessed in terms of the amount of impairment present, 
that is, the degree to which the individual’s total functional 
capacity was affected by his psychiatric condition. This is 
widespread practice in psychiatry, and like Leighton 
(1959) we used the American Psychiatric Association’s 
rating scale of impairment, which is as follows: 

Severe impairment indicates that for practical purposes the 
person is prevented from functioning at his pre-illness 
social and vocational level, and has over §0 per cent. dis- 
ability. 

Moderate impairment indicates that the patient’s ability to 
carry on with his pre-illness social and vocational adjust- 
ment is seriously but not totally interfered with. This 
amounts to a disability of 30 per cent. to 50 per cent. 

Mild impairment indicates an impairment in social and 
occupational adjustment to the extent of a 20 per cent. to 
go per cent. disability. 
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Minimal impairment registers a range from no evident 
impairment up to an incapacity of perceptible degree, not 
to exceed 10 per cent. 

Distinguishing between impairment due to physical 
from that due to psychiatric illness was sometimes difficult 
particularly where these conditions co-existed; for 
example, the severe diabetic who had many hypochon- 
driacal complaints so that it could not be exactly deter- 
mined how much of impairment was due to the underlying 
depression and how much to the diabetes; or psycho- 
somatic illness such as asthma or duodenal ulcer. The 
Leightons decided in all such cases to attribute the impair- 
ment to the organic condition rather than to the 
psychiatric disturbance, and we have done the same, 
although this could give rise to an over-conservative 
estimate of psychiatric illness. Assessments of psychiatric 
disturbance were made on the basis of symptoms existing 
at the time of the survey, or commencing just before it, 
but past psychiatric disturbance was considered along 
with other evidence if relevant to the development of the 
present illness. 

The policy of the evaluators was to rate conservatively, 
and cases where real doubt existed were always placed in 
the less disturbed of the possible categories. Only ratings 
that could be made with a high level of confidence were 
used, and the presence of a few psychiatric symptoms 
was not taken as necessarily indicative of psychiatric 
disturbance—it is the spread and intensity which deter- 
mine this: thus a respondent with several mild symptoms 
not forming a clearly recognizable pattern such as the 
nervous, tense and anxious person with no specific 
symptoms, was usually placed in C category if there 
was no supporting evidence of psychiatric disturbance. 


SAMPLING 


The sample can best be described as random on a 
geographically stratified basis with an even distribution 
of males and females. Sampling was done in two stages: 
first by a random selection of households in the district 
and then by a random selection of respondents within 
these households. 

The general population census in 1960 provided the 
basis and a great deal of readily available demographic 
data. Survey districts were enumerated, certain were 
weighted for size of population (where this was dis- 
proportionately large or small), and the required number 
drawn at random. In each district ten households had 
to be visited, one individual being chosen in each; in 
all, five males and five females. Fourteen qualified and 
experienced social workers were used for interviewing, all 
of whom had received training in the aims and procedures 
of the study. They moved into the selected areas in batches 
of four, each group being supervised by a specially trained 
senior person who standardized interviews by moving 
around from interviewer to interviewer, discussing and 
dealing with difficulties as they arose. Each group was 
given a map of their area with starting points and moved 
clockwise around each block, every alternate house being 
entered. In each the interviewer selected a respondent 
according to a table of random numbers. There was a 
remarkably low number of absentees and refusals (2 per 
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cent.) because great care was taken to choose times for 
interviewing when respondents were likely to be at home, 
and because of the tact and skill of the interviewers. 
In the ten cases where these occurred they were replaced 
by alternative respondents according to a procedure 
recommended by Kish (1947). The representativeness of 
the sample was checked by comparing our findings 
with those of the 1960 national census, and this showed 
that in terms of such hard data as church affiliation, 
home language, occupational groups, and age distribution 
there was a very close correspondence. 


THE QUESTIONNAIRE 


Data were gathered and recorded in a systematized way 
in the form of a questionnaire containing over 600 items. 
Some of the questions, particularly those dealing with 
physical and psychiatric symptoms, were derived from 
the Cornell-Aro and Stirling County surveys (Leighton 
et al., 1963a and 19636). The exact wording to be used by 
interviewers was laid down, but they also added any 
additional information and comments they felt were 
important and pursued unclear answers in their own way. 
The construction of the questionnaire involved several 
pilot surveys in the field and took several months to 
complete. 

It should be understood that no epidemiological 
investigation of this sort can aspire to the fine degree of 
accuracy achieved in the physical sciences. Human 
traits, personality attributes and behavioural deviations, 
the stuff of which mental disorder is made, are not easily 
measurable finite quantities. The main difficulty lies in 
standardizing human factors, for example, the hostility 
of respondents or the faulty techniques of interviewers, 
and we controlled or compensated for these wherever 
possible. The more educated and intelligent respondents 
tended to give more detailed and explicit accounts of 
their symptoms, which could result in an exaggerated 
picture but this was resolved by the psychiatrist taking the 
interviewer’s comments and the respondent’s educational 
level into consideration. Another factor is that the harder 
one searches, the more one finds. Logan and Brooke 
(1957) in their Survey found that ‘‘the numbers of minor 
ailments reported varied directly with the intensity of 
questioning, and by spreading the net sufficiently wide 
most people could be got to confess to some minor com- 
plaints”. We too noted that, in spite of the standardiza- 
tion and supervision of interviewers, the more con- 
scientious interviewers did tend to get a larger number of 
positive responses to questionnaire items. However, 
a statistical check was made on certain of these to deter- 
mine the degree of variability, and this indicated that the 
discrepancies were not statistically significant at a 5 per 
cent. level when the results of 13 of the 14 interviewers 
were taken into account. The remaining interviewer 
was known to be unsuitable and the evaluators took 
cognisance of this in assessing his questionnaires. 

The questionnaire was found to be very effective in 
indicating psycho-neurotic and _psycho-physiological 
symptom patterns, but some problems arose with psychotic 
symptom patterns in spite of extensive testing against 
frank psychotics in a mental hospital during the pilot 
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study. In common with the Leightons, we found the 
significance of certain quasi-psychotic responses difficult to 
evaluate; for example, certain types of visual hallucina- 
tions, usually seeing the faces of dead relatives, turned 
out to be a culturally determined phenomenon and not 
indicative of mental disorder. In dull normal or mildly 
mentally retarded respondents there were sometimes 
difficulties in deciding how much of the defect was due to 
educational deficiency or poor social development; 
and a similar problem arose in cases with suspected 
organic brain syndromes if the signs were minimal, or in 
old people with slow cerebration or a mild impairment of 
memory. It was thought unlikely, however, that cases of 
these types were missed, since any indications of pathology 
were further investigated by interviews with a psychiatrist, 
or the relatives were consulted about the respondent’s 
behaviour and functional capabilities. 


EVALUATION 


Leighton, Leighton and Danley (1966) have demon- 
strated that ratings by psychiatrists on data obtained 
by survey techniques and those made in clinical interviews 
show, on the whole, major agreement, a finding which 
provides support for our procedure and the validity of the 
findings. The factual information obtained in the standard- 
ized interview was supplemented by interviews with respon- 
sible persons who know the respondents well (56-6 per cent. 
of our cases were so investigated in interviews with 
members of the family, friends, ministers of religion, 
managers of housing estates, social workers, employers, 
district nurses, school principals, and general prac- 
titioners). Social welfare records were also studied; and 
here we were fortunate, because the Coloureds of the 
Cape Peninsula are particularly well served by social 
welfare agencies, and there is a central case register from 
which much additional data and verification of facts 
could be obtained. Full details concerning hospital 
admission were usually easily available because there are 
only a few large hospitals in the area. 

The complex task of evaluation of the large amount of 
information about each of the 500 respondents was then 
done by three psychiatrists who were knowledgeable in 
the ways and culture of the Coloured people. First each 
case was evaluated independently by two psychiatrists, 
and these then came together to reach a consensus, the 
combination being varied regularly so that there were 
three different evaluating teams. The agreement between 
their initial ratings is shown in Table I. 

Agreement was highest in respect of the healthiest 
respondents and those who were most ill, probably because 
these groups presented in the most unequivocal way. The 
psychiatrists concurred on the absence of psychiatric 
disturbance considerably more often (in 85 per cent. of 
‘fhe~total series) than on its extent if present, their initial 

ions about cases in A category being low (50 per 
_$gpt.),. It. must be strongly stressed, however, that the 
figures shown in Table I are merely first assessments in an 
evaluation that was planned in multiple stages precisely 
because practical experience and acquaintance with the 
literature had made us very wary of individual judgment 
and of subjective factors which could influence the 
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Tasre I 
Agreement of Evaluators for Different Items 


% 

A,B,C,D rating (overall) .. 7 se 74 
A is bs i wi - 50 

B a as seh i we 34 

Cc oe es - a8 ‘ite 30 

D ae a Pe - wi 85 
Physical health ha 5 - < 80 


psychiatrists’ decisions, particularly as they were asked to 
make clinical judgments about degrees of health and illness 
on data gathered for the most part by others. This weak- 
ness is, of course, inherent in all epidemiological surveys 
of this type, and for this reason the initial evaluations 
were re-assessed in all cases where differences existed by a 
joint review by both psychiatrists of all the data, supple- 
mented by additional clarifying information where 
necessary from a perusal of hospital records, interviews 
with friends and relatives, or another interview by a 
psychiatrist. By these means agreement was reached in all 
cases. Finally, all category C cases were again appraised 
to determine whether they could be placed elsewhere, and 
it proved possible to change several to the ‘‘not psychiatri- 
cally disturbed” category. We found that the over- 
whelming majority of differences between psychiatrists 
were of only one step, that is, whether a case should be 
placed in A or B category or B or C category, or concerned 
relatively minor issues such as whether impairment in a 
particular case should be considered mild or moderate. 
Their overall agreement compared with that of Leighton 
and co-workers (1963a) where there was agreement not less 
than 65 per cent. of the time. We also gained additional 
assurance of the validity of our evaluations from the 
independent ratings of Dr. Dorothea Leighton who kindly 
evaluated 15 of our records selected at random, these 
being similar to those she had worked on in the Stirling 
County and Cornell-Aro surveys. Her results compared 
closely with those of the Cape Town psychiatrists, although 
they tended to be more in the direction of pathology; 
that is, she assessed five cases as being definitely psychiatri- 
cally disturbed compared to four by the Cape Town 
evaluators, and six as probably disturbed compared to 
five by the latter. In both instances the cases we had 
diagnosed as disturbed were included in those diagnosed 
as such by Dr. Leighton. 

For all these reasons, but chiefly because our multi-stage 
evaluation process was extremely careful and involved 
repeated checking of judgments, we considered that the 
distorting effects of subjectivity were minimized. es te, 
iene ae 7 age. 
FinpDINGS < mee 

Of the whole population 11-8 per cent. were 
definitely psychiatrically disturbed (see Fig. 1). 
Not all of them were seriously ill, but just on 
60 per cent. were moderately or severely 


%o 

Impairment rating (overall) os as 76 
Marked... - < as 45 
Moderate... is bs - 22 

Mild abe tg on ai 37 
Minimal _... as dos i 88 
Impairment due to physical illness at 82 


impaired by their symptoms, that is, as sick as 
patients treated by doctors or in hospitals. A 
similar proportion (11°2 per cent.) showed 
enough symptoms to be considered as being 
probably disturbed, and at least some of these 
persons might well become definitely ill, in the 
future if in fact they were not already so, for 
the psychiatrists tended to evaluate cases on the 
conservative side. Many suffered unpleasant 
symptoms: they managed the daily round of 
living or keeping house but would have benefited 
from psychiatric treatment were it available, 
and they constitute a reservoir of psychiatric 
illness in the community that must be taken 
account of in planning services; this can be 
judged from the fact that, although 23 per cent. 
of the population over 20 years of age were 
definitely or probably disturbed, only 1 per cent. 
had come for psychiatric treatment. It will be 
noted that the great majority of persons showed 
no psychiatric disturbance (68 per cent.). 

Since this investigation dealt only with 
persons living in the community during the 
period of the survey, those with mental illness 
resident in mental hospitals, old age homes, 
prisons, general hospitals, work colonies, and 
other such places were not included in the 
above calculations, although out-patients or 
those under psychiatric care in the community 
were, of course, picked up by the sampling. A 
complete picture of psychiatric disturbance in 
the population would have to take these persons 
into account, but an estimate of their probable 
number (most were patients in the local mental 
hospitals) indicated that they constituted only 
a small fraction of the total number of persons 
in the population and increased the overall 
prevalence of mental illness by only 0-5 per cent. 
to I per cent. 
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A detailed analysis of the 59 persons who were 
definitely disturbed revealed that 35 were males 
and 24 females; the disproportion is due to the 
fact that chronic alcoholism and its effects are 
very much more common amongst Coloured 
men, of whom almost a quarter can be termed 
excessive drinkers. Thus, 12 males in this group 
suffered from addictive alcoholism associated 
with mental disorder, but no females. Thirty- 
five persons were moderately to severely 
impaired by their symptoms, males tending to be 
more so than females. The psychiatric symptom 
patterns were of all types, the majority being 
psychoneurotic (27 cases) and _psycho- 
physiological (29 cases), but there were also 
14 of personality disorder, ten cases of psychosis, 
two of mental defect, and two suffered from 
organic brain disorders. 

Of the 58 cases who were probably disturbed, 
20 were severely impaired by their symptoms, 
and most manifested with psychoneurotic and 
psychophysiological symptom patterns. Two 
were thought to have personality disorders and 
two to be suffering from organic brain syn- 
dromes, but there were no cases of psychosis or 
mental defect. The sex distribution of persons in 
this category was more or less equal, as was the 
age distribution. 

There were 39 cases judged as having doubtful 
psychiatric disturbance, most of whom had mild 
to moderate psychoneurotic and psychophysio- 
logical symptoms. Very few showed impairment 
of function. No psychiatric disturbance was 
found in 344 persons although some had mild 
or isolated psychiatric symptoms of little import. 


Symptom Patterns 

Analysing the frequency of symptom 
patterns in the total population, leaving aside 
the question of the degree of disturbance, we 
found that 53 per cent. of the 500 cases had 
definite psychiatric symptoms, although many 
of these were mild and not of great significance. 
The details of the symptom patterns were as 
follows: 

Psychological symptom patterns. These were the 
most common manifestation of psychiatric 
disturbance (in 43 per cent. of the population), 
but only 20 per cent. of these patients showed 
moderate to severe impairment. They were often 


found together with psychoneurotic symptom 
patterns (in 126 persons) or with other syn- 
dromes. Conditions included asthma, duodenal 
ulcer, ulcerative colitis and neuro-dematitis, 
as well as purely subjective conditions without 
clear physical illness, such as headaches (142 
cases), gastro-intestinal complaints (139 cases), 
subjective bodily sensations (120 cases) and 
complaints referable to the musculo-skeletal 
system (99 cases). 

Psychoneurotic symptom patterns. The majority 
of these persons (35:2 per cent. of the 
population) manifested either with reactive 
depression or an anxiety state with or without 
conversion symptoms, and only 35 per cent. 
were moderately to severely impaired. The 
anxiety states, occurring in 15 per cent. of the 
sample, took the usual forms, varying from 
subjective feelings of anxiety to conversion 
syndromes such as tension headaches, and there 
were a considerable number of phobic reactions. 
Depressive symptoms sufficient to constitute a 
definite syndrome occurred in 12 per cent. of 
persons, many of whom had in addition other 
psychiatric symptoms, notably those of anxiety. 
A common syndrome, particularly in women, 
was that of depression with neurasthenic 
symptoms such as a constant feeling of fatigue, 
slowness, or a disinclination to do things. 
Hysterical manifestations of various kinds also 
occurred, as did a few mild cases of obsessional 
neurosis and some hypochondriasis. 

Psychotic symptom patterns. Twelve frankly 
psychotic individuals were detected (2°4 per 
cent. of the sample population), and a further 
eight persons were suspected as being psychotic 
but turned out to have special cultural reactions 
(see below). The psychotic symptom patterns 
were usually associated with psychoneurotic 
and psychophysiologic symptoms (in eight 
cases), and one case occurred together with an 
organic brain syndrome. 

Personality disorders. These occurred in 3-7 per 
cent. of the population. Such conditions are 
difficult to diagnose especially in mild degree 
as these persons do not complain of specific 
symptoms, and observable behaviour has to be 
used as diagnostic criteria. This varied from anti- 
social acts and frank delinquency to feckless 
irresponsibility and gross occupational in- 
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stability. These were the people who made no 
provision for their families and were often 
in trouble with the police, and some were also 
alcoholics or drug takers. It is, of course, easier 
to diagnose personality disorders from highly 
visible delinquent or violent behaviour than 
in those inadequate and ineffectual persons who 
are none the less just as disturbed mentally, 
although their symptoms are less florid and 
obvious. This could account for the fact that 
there were only a few women who were 
diagnosed as having a personality disorder, for 
if it occurred it manifested mostly in the 
confines of the home and family. Personality 
disorders occurred alone in six cases, and with 
psychoneurotic or physiological symptoms in a 
further nine cases. Eight individuals with 
personality disorders were also addictive 
alcoholics. 

Mental defect. Three definite cases were found 
(about 1 per cent.), but it is possible that one or 
two such cases may have been missed because of 
the difficulties in detecting mild degrees of 
defect. 

Organic symptom patterns. Eight definite cases 
were found (1-4 per cent. of the population), 
six in association with psychoneurotic and 
psychophysiological symptoms, and one with 
mental defect. Most were elderly people with 
arterio-vascular or senile cerebral degeneration. 


SPECIAL CULTURAL PHENOMENA 


An interesting group of strange subjective 
experiences were described by 60 respondents. 
These were considered to be special cultural 
reactions and were not necessarily accompanied 
by signs of psychiatric illness although they did 
on occasion cause some confusion because of 
their bizarre nature. They were regarded by the 
respondents as being due to supernatural or 
occult forces. The manifestations fall into two 
main groups: 


(a) ‘‘Malay tricks’’, so-called because they are believed 
to be due to the intercession and occult powers of 
certain Cape Malays, and consisting of materializa- 
t‘on and rappings, the moving of objects without 
visible means of contact, and similar spiritualistic 
phenomena. They were thought to be due to polter- 
geists, and there is no doubt that suggestion, either 
self-induced or imposed from without, plays an 
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important part in these happenings. These pheno- 
mena occur amongst many peoples and are not 
peculiar to the Cape Malays. Examples found in the 
present survey were that one respondent believed 
a poltergeist had put a “spell”? on him because 
he was always ill (he suffered from asthma); 
he said he could see and hear it throwing things 
about, breaking cups or moving chairs. A Malay 
man chased poltergeists out of the house when they 
disturbed him too much, and said that his father and 
grandfather saw them too. Another heard a polter- 
geist voice saying that people were plotting against 
him, and believed that this was because of jealousy. 
A mari saw deceased people being carried around in 
their coffins in his room at night by poltergeists; 
once one of these ghosts stood on top of him in bed, 
but he told him to go away and had peace for a 
while. He believed that some Malay person had 
arranged this persecution. 

(6) The other common manifestation, found more often 
among Coloureds than Malays (50 cases) was the 
seeing of deceased relations or friends. One woman 
said that a dead girl friend came to her, seized her 
around the waist and asked her to come so that they 
could be together again. Another had been seeing 
dead relatives during the night since childhood; 
she heard them talk to each other and they usually 
warned her when trouble was coming. 


All these phenomena can be explained as being due to 
gross dissociation, and are of a piece with the tendency 
of many Coloured people, particularly those who are not 
culturally or educationally advanced, towards hysterical 
dissociation and conversion states. They were not regarded 
as indicative of psychiatric disturbance unless they were 
accompanied by other clear-cut signs of mental illness. 


AGE AND SEX 


Psychiatric disturbance and symptom patterns 
were more or less equally distributed amongst 
all age groups, except that there was a gradual 
falling-off in the incidence of personality dis- 
orders with increasing age, no cases being 
detected over the age of 50. Organic brain 
syndromes occurred more frequently in older 
people (five of seven cases occurred after the age 
of 55), and psychophysiological and psycho- 
neurotic symptom patterns increased somewhat 
after the age of 60. 

A significantly higher proportion of males 
was classified as psychiatrically disturbed (M. 35, 
F. 24), the probable reason being that personality 
disorders and characterological defects show 
more readily in men who have to face more 
rigorous demands in employment and in 
society generally. This is supported by the 
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finding that more males were severely impaired 
by symptoms than females (M. 15, F. 2); on 
the other hand, females had more neurotic 
and psychophysiological symptom patterns 
(M. go, F. 116) and were more prone to depres- 
sive and neurasthenic symptoms. This would 
seem to indicate that women tend to show 
psychiatric disturbance in an inward and passive 
manner, that is, by complaints about their mood 
and by fears and anxieties, whereas men seem 
to “act out” theirs in behavioural disturbances. 


Erunic Group 


There was little difference between Coloureds 
and Malays in respect of the prevalence of 
psychiatric disturbance. However, propor- 
tionately more Coloureds were classified in the 
“probably disturbed” category because there 
were several Coloured addictive alcoholics who 
fell into this group and Malays do not as a rule 
drink. 


SocraL Cass 


Social class was determined on the basis of 
economic, educational and _ occupational 
achievement, each respondent being allotted 
status on each of these parameters on three 
point scales, an outline of which is given below. 
Full details of the grading process would take 
much space and are not included here. Informa- 
tion about the respondent’s social circumstances 
was not usually known by the evaluators 
when making assessments of psychiatric dis- 
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respondent’s occupation. In a few cases, however, 
where a personality disorder was suspected, the 
work record and other relevant social informa- 
tion were used, as these are essential in estab- 
lishing a diagnosis. We were guided here 
by the findings of Leighton et al. (19634) that 
no marked distortion resulted from having 
somewhat more sociocultural information avail- 


able. 


Education: 
Matriculation and beyond Se .- 3 points 
High school/secondary school .. ne oe 
Kindergarten/primary school .. we SEC agp 
Occupation: 
Professional, technical and related 
occupations ss Rs .. § points 
Skilled occupations , a ae 
Unskilled or semi-skilled occupations ee cee 
Income: 
The incomes of all respondents were ascer- 
tained, and what appeared to be mean- 
ingful divisions were derived from 
this data as follows: 
High income (above 75th percentile) 3 points 
Medium income (between 75th and ao 
percentiles) : 2 ay 
Low income ( below : 2 5th percentile) ae ae 


Points were summated into an index, as follows: 
Class I (7-9 points) 95 persons (19°4 per cent. of the 
sample). 
Class II (4-6 points) 293 persons (58°6 per cent. of the 
sample). 
Class III (o-3 points) 110 persons (22 per cent. of the 
sample). 


Table II is an analysis of the findings. 


Tasce II 
Psychiatric Disturbance and Social Class 


Psychiatric disturbance 


Definitely disturbed 
Probably disturbed 
Doubtful disturbance 
No disturbance 


Social class 
I II III 
% % % 
5 13 17 
8 II 18 
7 11 4 
80 65 61 


x? > p 16°8119 (1 per cent. level). The above figures are calculated in relation to 
the total number of respondents in each class. 
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Note that there were proportionately three 
times as many persons showing psychiatric 
disturbance in Social Class III as in Social 
Class I, and conversely that 80 per cent. of 
persons in the highest class showed no psychiatric 
disturbance compared with 61 per cent. of 
persons in the lowest class. These figures are 
significant beyond the 1 per cent. level. This 
distribution applies to all the types of psychiatric 
symptom patterns (see Table III below). 

This association of low socio-economic status 
and mental ill health is well known in psychiatry 
having been established by many investigators 
(Hare, 1962; Hollingshead and Redlich, 1958; 
Brooke, 1959; Pasamanick, Roberts, Lemkau 
and Kreuger, 1957). However, the distribution 
of various symptom patterns according to 
social class in the Cape Coloured people 
shows some special features, which can be seen 
in Table IIT below. 

Note that there was an increase in all 
psychiatric symptom patterns in the lower 
socio-economic groups. Also that there were no 
cases showing marked psychotic symptom 
patterns, personality disorders or mental defect 
amongst persons in the highest social class. 
Possible reasons for this are that the criteria by 
which they are detected are often disturbances 
of behaviour which, if they are not too marked, 
may be obscured by the appurtenances of 
affluence, that is, education and cultural 
development. In addition, the symptoms may 
already have been improved by treatment in 
those who are better off financially, being 
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recognized earlier and treated more expertly. 
In addition, the number of persons in this 
class is rather small, so that simply by chance, 
conditions with a low prevalence may not show 
up to chance. The differences in the prevalence 
of other psychiatric symptom patterns will be 
discussed later. 


Occupational Stability 


Analysis of the work record of respondents 
over the preceding year showed that those who 
were psychiatrically disturbed, as a group, 
tended to have less satisfactory work records 
(see Table IV). 

Psychiatric disturbance is therefore an impor- 
tant factor in reducing working capacity. It is 
noteworthy that persons suffering from psycho- 
neurosis tended to be less affected than those 
with psychotic patterns and those showing 
personality disorders who had very poor work 
records on the whole. 


Psychiatric Illness in the Family 


There was more psychiatric disorder, recog- 
nized and unrecognized, treated and untreated, 
amongst the relatives of mentally ill persons 
than among relatives of persons with no 
disturbances. Thus, 10 per cent. of relatives of 
persons in A and B categories had suffered from 
mental illness or had been treated in a mental 
hospital, compared with 4 per cent. of the 
relatives of respondents with no_ psychiatric 
disorder. This finding is not unexpected because 
of the genetic determination of some mental 


Taste III 
Psychiatric symptom patterns and social class 


Symptom patterns 


Psychoneurotic 
Psychophysiologic 
Psychotic .. a 
Personality disorde 
Mental defect 
Organic 


Social class 

I II Ill 
% % % 
29 38 47 
42 42 57 
ad 3 7 
a a 7 
°I O°! 4 


x? > p 20.0902 (1 per cent. level). Percentages were calculated on the total 
number of respondents in each social class. 
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TABLE IV 
Psychiatric Disturbance and Occupational Stability 


Psychiatric disturbance 


%o Yo %o 


Work record 
Definite 

% 

Occupationally stable ae 6 
Occupationally unstable due 

to personality factors as 58 
Occupationally unstable due 
to factors beyond personal 

control... - < 29 


x?>p 16-8119 (1 per cent. level). 


Probable Doubtful None 
10 9 75 
16 10 16 
10 13 48 


(Note: Occupational instability due to personality factors includes the inability to 
maintain employment for reasonable periods, frequent occupational changes, chronic 
dissatisfaction with work or frequent attempts to get an easier job.) 


illnesses and because disturbed family conditions 
may also contribute in causing psychiatric 
symptoms in more than one person in a family. 


Physical Health of Respondents 


Whilst the assessment of physical health was 
not one of the primary aims of this survey, it was 
necessary to estimate it because psychiatric 
illness often manifests in symptoms referable 
to various bodily systems. Indeed, Kessel (1962) 
found that the majority of patients with 
neurotic illnesses present with physical com- 
plaints. The problem was to obtain an adequate 
assessment of the physical health of 500 indivi- 
duals in the community without a full and 
comprehensive physical examination or the 
necessary hospital investigations and specialist 
opinions. This was beyond the scope of the 
survey and so the following procedure was 
adopted. 


Firstly, patients were asked about any serious illnesses, 
operations and accidents they had suffered during the 
preceding five years. A systematic search for symptoms 
relating to all bodily systems was made by means of a 
special checklist based on the Health Opinion Survey of 
the Leightons (Leighton and co-workers, 19634) which 
sought out various bodily discomforts, disabilities and 
dysfunctions. An estimate of the degree of impairment 
due to physical ill health was also made by inquiring 
into the amount of sick leave taken during the year, 
the loss of earnings arising from this, and the extent 
to which sickness had interfered with the respondent’s 
other activities. Objective evidence of medical treatment 


by general practitioners and clinic doctors was then sought, 
and hospital files and reports from district and clinic 
nurses were obtained where possible. This was made 
easier because there are only a few hospitals in the 
Peninsula, and in just about all cases we found the 
clinical information needed. All available information 
was scrutinized by the evaluators and an assessment made, 
but this was recognized as being no more than an estimate. 


Of the 500 respondents, 7-6 per cent. gave 
evidence of major ill health at the time of the 
interview, and another 16 per cent. were found 
to be suffering from minor ill health. Major 
physical illness increased markedly with age 
from almost none in the 20-24 year age group 
to one-third of respondents over 70 years old. 
This increase was most noticeable after 55 years, 
over 25 per cent. of these respondents suffering 
from major ill health and 22 per cent. from 
minor ill health. Impairment of physical 
function likewise increased with age. 

Psychiatrically disturbed persons as a group 
tended to suffer from more major and minor 
illness (see Table V). Thus, 46-7 per cent. 
of definitely psychiatrically disturbed respon- 
dents (A category) had some major or minor 
physical illness compared to 15-8 per cent. of 
those with no psychiatric disturbance. The high 
proportion of physical illness amongst “‘prob- 
ably disturbed’ respondents reflects the many 
mixed physical and psychiatric syndromes 
amongst them. Persons in the “disturbed” 
categories also had more ill health in the past 
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TABLE V 
Psychiatric Disturbance and Physical Ill-health 


Physical ill-health 


Psychiatric disturbance 
Major 
% 
Definitely disturbed 18-6 
Probably disturbed 26°8 
Doubtful disturbance 51 
No disturbance 5°3 


x°>p 16-9190 (5 per cent. level). 


Impairment due to 


Minor Past Physical illness 
% % % 

28-1 20°3 30°3 

27°0 32°7 23°4 
18-0 10°2 9 
12°5 6-1 “4 


(These figures represent the percentage of respondents who suffer from physical ill-health.) 


and suffered more impairment. These figures 
are supported by the finding that psychiatrically 
disturbed patients used general hospitals, 
doctors and clinics more often than those with 
no evidence of psychiatric illness; 88 per cent. 
had used health services during the preceding 
five years, compared with 58 per cent. of persons 
with no psychiatric symptoms. They came, 
however, mostly for physical complaints. Organic 
psychiatric disorder occurred most often in 
relation to physical illness and also gave rise 
to the most impairment, and psychoneurotic 
and psychophysiologic disorders occurred least 
often. This is an unexpected finding as they are 
the most frequent in the sample as a whole. 
The fact that the psychiatrists were aware of the 
respondents’ physical condition when making 
judgments about their psychiatric state may, in 
part, have resulted in an association of the 
findings. It was not possible to assess the impor- 
tance of this factor. 


DiscussIOon 

Caution in interpreting the findings of 
epidemiological surveys is always necessary, 
even where there have been controls on subjec- 
tive judgments and checks on validity. 

We are always hampered by inadequate and 
variable definitions of psychiatric illness, and 
have to judge changing manifestations— 
symptoms and behaviour whose significance is 
not always certain. The easiest part, and that 
which is least likely to cause error, is the purely 


mechanical sampling and interviewing; the 
most difficult, the evaluation of degrees of mental 
health and illness in particular cases. Funda- 
mentally the problem boils down to the 
reliability of clinical judgments made in 
near-normal persons or those with borderline 
(and sometimes debatable) disturbance without 
lengthy study and specialized investigations of 
the individual; and this is made even more 
difficult by having to place respondents into a 
few demarcated categories, whereas mental 
illness in the community is found in a continuous 
gradation of types and severity. It was the 
intermediate cases which fell between two 
categories that caused the evaluating psychia- 
trists the most difficulty and accounted for their 
rather low initial agreement on A category 
cases. Complete agreement was reached in 
subsequent joint discussions, but because of a 
cautious rating policy the final figures are 
probably a conservative estimate of the preva- 
lence of psychiatric disorder amongst the 
Coloured people. 

Our findings showed interesting corre- 
spondences with those of field studies in other 
parts of the world, but absolute comparability 
cannot be assumed as the criteria for the 
estimation of illness and the techniques by 
which data are accumulated and evaluated 
vary considerably. 

In Baltimore, U.S.A., a survey of mental 
disease in an urban population revealed that 
approximately 10 per cent. of the population, 
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excluding patients in institutions, were ill at 
any given time (Pasamanick, Roberts, Lemkau 
and Kreuger, 1957). The Midtown study of a 
residential area of New York gave an estimate 
of 23:3 per cent. of the population with 
“‘severe psychiatric disturbance’’ (Rennie, 
Srole, Opler and Langner, 1957); but the 
criteria for mental illness were wider than those 
of the present survey. A comprehensive house- 
hold survey in Taiwan by Lin (1953) found 
that 10°8 per cent. of the population was 
mentally disordered. Investigations in Salt 
Lake City revealed a higher rate of 33:3 per 
cent, (Cole, Branch and Shaw, 1957), and in 
New Jersey 13-8 per cent. (Trussell and Elinson, 
1959), but here again the criteria and methods 
were different from ours. The investigations 
which bear the closest comparison are those of 
the Leightons and their collaborators in Nova 
Scotia and the Abeokuta area in Western 
Nigeria, as many of our techniques and criteria 
were based upon their work (Leighton, Hard- 
ing, Macklin, Macmillan and Leighton, 1963; 
Leighton, Lambo, Hughes, Leighton, Murphy 
and Macklin, 1963). They found much more 
psychiatric disturbance than we did in the Cape 
for 31 per cent. of persons in the Stirling County 
study and 23 per cent. of Yorubas in Western 
Nigeria were ‘‘definitely disturbed”, and a 
further 26 per cent. and 17 per cent. respec- 
tively “‘probably disturbed’. There may, of 
course, be more mental illness amongst these 
populations, but equally well the difference 
may be due to technique. For instance, the 
American evaluators estimated “total report- 
able prevalence’’, that is, psychiatric disturb- 
ance at any period of the adult life of their 
respondents, whereas we were concerned only 
with that existing at the time of the survey. 
Another possibility, which was borne out by a 
direct comparison of ratings by Dr. Leighton 
and our psychiatrists, was that they tended 
to rate somewhat more in the direction of 
pathology (Leighton, 1965). 

As regards the prevalence of the different 
types of illness, in general the Cape Coloureds 
do not show any marked differences from that 
found in reliable investigations elsewhere. For 
example, the majority of symptom patterns 
in the two Leighton studies were psycho- 
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physiological and psychoneurotic, as they were 
in our study, and there were correspondingly 
smaller proportions of the other symptom 
patterns, The association of socio-economic 
status and psychiatric disturbance did, however, 
show some special features in that there was 
more psychiatric disturbance of all types in our 
lowest social class. This is at variance with the 
findings of certain other investigators (Freed- 
man and Hollingshead, 1957; Rennie and 
Srole, 1956) in respect of the psychoneuroses, 
which were particularly common in their highest 
social groups. It is likely, however, that we are 
dealing with a very different population to that 
of New Haven and Manhattan; our lower class 
consisted mostly of very poor and culturally 
impoverished people, who are particularly 
prone to develop psychiatric symptoms (Eisen- 
berg, 1962). This is borne out by our finding that 
there was more psychiatric disturbance amongst 
people living in overcrowded conditions and 
amongst those with the least education. 
Similarly, there was much more physical ill- 
health in the lowest socio-economic group 
(19 per cent. of persons having had major 
physical illness in the previous year compared 
to 12 per cent. in the highest), and this is likely to 
increase the rate of psychiatric disorder, parti- 
cularly the organic brain disorders. Poverty 
diseases such as malnutrition and tuberculosis 
were particularly frequent. 

It was not the aim of this survey to identify 
specific nosological entities such as_ schizo- 
phrenia, and so we cannot comment on their 
occurrence, but certain conditions did appear 
noticeably frequently. One was the culturally 
determined quasi-hallucinatory syndrome des- 
cribed above, and addictive and near-addictive 
alcoholism was particularly common, being 
found in 7-2 per cent. of the population, mostly 
males. This will be reported in another publica- 
tion. 

An important finding was that only a fraction 
of the psychiatric disturbance in the community 
is being treated; only 1 per cent. of persons made 
use of existing services, although at least 11-8 
per cent. were judged to be in immediate need 
of treatment and many more would have 
benefited from it. To illustrate this, of the 16 
most severely disturbed and impaired persons 
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found, only five had received psychiatric 
assistance of any sort. There are several con- 
tributing reasons for this. The first is that 
psychiatric disturbance often presents in hidden 
or disguised forms, being converted to physical 
symptoms or psychophysiological dysfunction 
of bodily organs (almost 60 per cent. of the 
sample showed such symptoms), and much 
minor psychiatric illness in this guise is dealt 
with by non-psychiatric resources, that is, 
general practitioners and general medical and 
other hospital out-patient departments. This 
was confirmed by a subsidiary investigation 
of 36 general practitioners, who reported that 
up to 20 per cent. of their Coloured patients 
had a substantial psychological overlay to 
physical illness or were neurotic. However, 
they referred relatively few for specialized 
psychiatric treatment: only ten doctors referred 
as much as one case a month to the psychiatric 
department of the general hospital, and 
fewer still were referred to the local mental 
hospital. Private psychiatrists were little used: 
twenty-three general practitioners reported 
that they had referred no cases over the period of 
a year, ten had referred one or two, and only 
four had referred more than five psychiatric 
patients. 

Secondly, there is a lack of understanding by 
the Coloured people of the diverse forms that 
mental illness can take. Gillis and Keet (1965), 
for example, found that grossly disordered 
behaviour in cases of chronic schizophrenia in 
Coloureds was not recognized by their relatives 
as being due to psychiatric illness; and even if 
it was, symptoms were not always seen as a 
reason for seeking treatment. Further, the 
facilities that exist for psychiatric treatment, 
and the channels through which they can be 
reached, are not widely known. On the other 
hand, the survey showed that people were well 
aware of facilities in the community for treating 
physical illness as distinct from psychiatric, and 
used them extensively. 


SUMMARY 
An extensive field survey of psychiatric 
disturbance was carried out in a well-demar- 
cated population with special social-cultural 
attributes, namely the Coloured people of the 
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Cape Peninsula, by means ofa random sampling 
technique. The findings were correlated with 
those of a concurrent socio-economic survey. 
Amongst the findings were that 11-8 per cent. 
of the population over the age of 20 were 
psychiatrically disturbed, and of these 59 per 
cent. were so impaired that their social and 
working adjustment was interfered with. 
Psychiatric disturbance occurred more or less 
equally at all ages, the proportion of men to 
women being approximately 3 to 2. The most 
frequent symptoms were those of psycho- 
neurosis (in 29 per cent. of the total population) 
and psychophysiological symptom patterns (in 
27 per cent.). Just on 23-7 per cent. of the 
psychiatrically disturbed persons showed symp- 
toms of personality disorders, 17 per cent. those 
of psychosis, 3-4. per cent. were mental defectives 
and 3-4 per cent. showed signs of organic brain 
disorders. The types of illness did not appear to 
differ substantially from those found in reliable 
field surveys in other parts of the world, except 
for the occurrence of certain culturally deter- 
mined manifestations (poltergeist and special 
dissociative phenomena). Overall prevalence 
figures do differ from those of some other sur- 
veys, but it is not certain how much this is due to 
differences in technique and case ascertainment. 
There was a significant relationship with 
social factors, there being more than three 
times as much psychiatric illness in persons in 
the lowest social class as in the highest. A 
definite relationship also existed with groups 
of persons living in overcrowded conditions, 
having low educational attainments, limited 
vocational training, a poor work record, or 
showing signs of social isolation. There was also 
a good deal more physical illness amongst the 
psychiatrically disturbed, that is, in 46-7 per 
cent. of persons compared to 15-8 per cent. of 
those not showing psychiatric disturbance. 
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